**Dear editor**

We have read with great interest the recent paper by Hassan et al[@b1-ppa-9-479] published in *Patient Preference and Adherence*. Quality of life is an important consideration in children with malocclusion due to the impacts in social life, especially at school.[@b2-ppa-9-479] In this paper, Hassan et al[@b1-ppa-9-479] highlighted the impact of malocclusion on quality of life, using an oral health-related quality of life (OHRQoL) scale in 120 children.

Measuring quality of life is complex due to the lack of consensus about what it really means; but in an academic setting, it is a tool commonly used to allow comparisons and evaluation of interventions.[@b3-ppa-9-479] Previous clinical studies in orthodontics evaluated the quality of life of patients using several tools with the aim of measuring health care.[@b3-ppa-9-479],[@b4-ppa-9-479]

This study has strengths. First, the authors have used two examiners calibrated for analysis of the dental health component using the index of orthodontic treatment needs, which gives reliability to the results. The second strength of this study is that it is the first study to use the Michigan OHRQoL scale to assess the association between OHRQoL and index of orthodontic treatment needs; also, in the present study, children with no/little need, children with borderline need, and children who need treatment were included. However, despite important results and widespread discussion, this study presents some limitations. The original Michigan OHRQoL scale was designed to investigate the effects of early childhood caries on children's OHRQoL, and is usually applicable to younger children.[@b5-ppa-9-479] But in this study, patients up to 15 years old were included. Another important consideration is that the study could be performed including other settings to ensure generalization to Saudi children. Finally, the authors highlighted methodological accuracy used in the translation of questionnaires from English to Arabic; however, no validation study was performed, and this lack of construct validity may limit the interpretation of results. These questions, however, do not take away the main relevant messages raised in this interesting paper by Hassan et al.[@b1-ppa-9-479]
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**Dear editor**

In response to the interesting comments raised by Paiva and Andre about our recent paper titled "Association of orthodontic treatment needs and oral health-related quality of life in Saudi children seeking orthodontic treatment",[@b6-ppa-9-479] we would like to clarify the following.

Paiva and Andre criticized the use of the original Michigan oral health-related quality of life (OHRQoL) scales on an older age group, which was up to 15 years, as the original scales were designed to investigate the effects of early childhood caries on children's OHRQoL in younger children.[@b7-ppa-9-479] We would like to emphasize that the Michigan OHRQoL scales were used previously on a sample of adolescents/young adults with cleft lip/palate under 25 years of age.[@b8-ppa-9-479]

Also, we would like to clarify that we did a proper translation process in which scales were translated from English to Arabic language by experts in both languages. The questionnaires were translated first by a bilingual expert from English to Arabic. The resulting versions were then translated back to English by another bilingual expert who was blinded to the original questionnaires in English. The translated scales were then corrected and culturally adapted with the help of the experts to eliminate any difference in the meaning between the original questionnaire and the back-translated one. Validity of the scales was assessed by correlation of the scales with the index of orthodontic treatment needs and also by correlation between parent and child forms, and this was explained in the study.[@b6-ppa-9-479]
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